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F 221 ] 483.13(a) RIGHT TO BE FREE FROM F 221| F-221

§5=0 | PHYSICAL RESTRAINTS
Resident #108 will not have side rails

The resident has the right {o be free from any used as restraints. The Resident Care

physical restralnts imposed for purposes of Coordinator will perform a ¢comprehensive

discipline or ¢onvenience, ang not required to assessment of this resident's mobility and

treat the residant's medicz) symptoms. safety devices and ensure the proper
devices are in use, without restraining the
resident.

This REQUIREMENT Iis niot met as evidanced

by: Al residents will be evaluated by the

Basled on medical ref:_ord review, observation, respective Resident Care Coordinator far
and interview, the facility lailed to ensure the potential of side ralls being used as
residents were free from restraints for one restraints.

rasident F108) of fifty residents reviewsad.
No resident, unless propery assessed,

Tha findings ncluded: will have all four side rails up. A new side
. . e rail agssessment will be implemented now,
Resident #108 was admitied to the facility on and in conjunction with each resident's

January 23, 2009, with giiignoses including End i i i

J v quarterly review to ensure side rails are
Stage Dementia, Peripheral Neurapathy, being used appropriately. In-service
Aftercare/mealing Trauma Fracture Left Hip, meetings will be held with nursing staff to
Osteoarthritis, Osteopomsis, review side rail usage.
Hypercholesteralemia, Disbetes Mallitus type I,
Hypartension, Coronary 4 riery disease, Anxiety,

Post.op Anemia, and Insumnia. The Resident Care Coordinator will be

rasponsible for reviewing each resident
for side rail usage at least quarterly on a
routine basis, A review of gach resident
and their current side rail status, including
the corrective actions from this plan of
correction, will be presented at the
facility'’s monthly QA meeting in February,
The DON, ADON, and Resident Care
Coordinators will perform visual audits of
gach resident’'s bed rails weekly times

Medical Record Review ¢f the Cars Plan dated
Dacember 6, 2012, reves led no Interventions for
restraint use, Further revisw of the Care Plan
dated Dacember 6, 2012 revealed no
interventlons for siderails and "...bad to be in the
{fowest position with mat onfloor...” Continued
medical record review ravesied no documentation
aof a Physician's Order for the use of the siderails.

21232013
Observation on January '3, 2013, at10:40 a.m., twa wesks,
reveated four side rails ir the up position with
siderall covers in place, Further observation .
o+
LABORATORY DIREGTORS OR PROVIDERVSLI “PLIER REPRESENTATIVE'S SIGNATURE TITLE {XE) DATE

- g0 days
other safeguards pravida sufficlent protectiar™ the patients. (Ses Instrucions.) Exoept for rursing homes, the findings stated above are disclosablé
following tha date of 9 whethar or mot 2 plan of correction 15 provided. Fer nursing home, 1he above findings and plans of comection ara d‘mdoa;nhla 14
days following the date Yhese documents are: made available to the facllity, If deficiencles are ctad, an approved plan of coraction is requislte to con nued

program pantlcipation.

[ Mas I 2 ihed
Any deficiency stata%?ding wAlh an a1 i3k (*) denotes @ deficlency which the institution may be excused from correcting roviding It 1s detammined that
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revealed the resident fying on the left side against
the right upper siderail.

Interview with Certified Nurse’s Assistant #3 and
Certified Nurse's Assistani #4, on January 190,
2012 at 8:10 a.m., confirmed the resident was
able to roll in the hed and :he siderails prevented
the resident from rolling cut of the bed.

Interview with the Resideat Care Coordinator
(RCC #2), on Jonuary 8, 2013, at 10:40 a.m., in
the rasident's room, confirmed the four siderails
were in the up positior aixd the resident was not
able to valunatarily able to gat out of the bed.
Further interview with RCC #2 cenfirmed the bed
was to be in the low position with a mat on the
floor at bedside. RCC #2 confirmed the bed was
not in the [ow position.

Interview with the Directar of Nursing (DON} in
the upstairs conference raom on January 10,
2013, at .45 a.m., revealed the DON stated
"...four side rails on the bed were not
restraints...the side rails p-evented the resident
from corning out of the be 1...the side rails were
split and the resident could get out of the bed
between the rails,..” Contnued Interview
revealed the DON was nol able ta say how much
distance was between the lower and upper ratls.
Further interview with the DON conflrmed when
the definition of a restrainl according to federal
regulations were sxplained, the DON confirmed
the side rails were a restrzint,

F 272 | 483.20(k){1) COMPREHENSIVE F 272
s5=p | ASSESSMENTS

The facility must conduct injtially and periodically
a comprehensive, accurate, standardized | . |
| i
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repraducible assessmant of sach resident's . ] ) ]
functional capacity, Resident #2089 will have an incontinence
assessment,
A facility raust make a coir prehensive ) .
assassment of a resident's needs, using the The Resident Care Coordma.tor Wll!
residenl assessment ingtruiment (RAI) specified review all residents who are inconfinent
oy the State. The assasenient must include at and ensure they have an incontinence
least the following: assessment.
Identification and demogrzphic infermation;
Customary routine; After the discontinued service of an
Cognitive patterns; expert incontinence management group,
Ccmmunication; we have updated our incontinehce
Visior; agsessment procedure. An updated
Mood and behavior patterns; incontinence assessment will be
Psychosacial well-being; implemented now for all residents and in
Physical functioning and s’ruetural problems; ganjunction with each resident's
Continence; admission and annual review by the
Disease diagnosis and heaith eonditions; Resident Care Coordinator.
Dental and nuiritional status;
Skin conditions; The DON and ADON will 2ach select a
Actn-‘rlty pursuit; sample of five incontinent residents and
Medications, review their racord for an incontinerice
Special treatments and prscedures; assessment: weekly times two, and report
Discharge patential, ) to next QA committee in February. There
Docurmentation of summa-y information regarding will be routine annual reviews by ths MDS
the additional assessmenl performed on the care coordinator and Resident Care 22312013
areas triggerad by the completion of the Minimum Coordinator.
Data Set (MDS); and
Documentation of participkation in assessment.
i
This REQLIREMENT is 1ot met as evidenced
by: !
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Continued From page 3
Based on medical record review and interview,
the facliity faifed to complele & comprehensive

asgessment for incontinen e for one resident
{#209) of fifty residents reviewed.

The findings inciuded;

Resident #209 was atimitizd to the facility on
August 30, 2012, with diagnoses including Failure
to Thrive, Pressure Ulcer un Cocoyx, Dementia,
Chronic Low Back Pain, Hypothyroidism, and
Right Leg Celiulitis,

Medical record review of dve Urinary incontinence
Assessment and Evaluation Form dated
September §, 2012, revea ed "Pt (patient) is
frequantly incontinent of biadder. Will ¢onsult
{named incontinence experts).” Additional review
of the Urinary Incontinenc:: Assessment and
Evaluation Form on September 18, 2012,
revealed “Incontinence Management referral to
evaluate and treat as neecled..."

Medlcal record review revi:aled a consult was
performed on November 1, 2012, by the
inesntinence group and ehactronically signed on
November 15, 2012. The plan included "perfarm
vaiding diary, obtain a voic volume with post void
residual.”

Medical record review revialed an order to
discontinue the incontinenze group an November
15, 2012,

Medical recard review of die monthly Nursing
Summatry dated Novembzr 28, 2012, revealed,
"unable to retrain 9/t (due to) impaired cognition.”

F 272
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interview with Certified N:1-sing Assistant (CNA#
8}, on January 9, 2013, at 12:37 p.m., in nursing
station 1, revealed the resident was not capable
of physically moving to ths bathroom
independently, never expazssed the need to
urinate, and was always incontinant of bowel and
Blacder.

Interview with the Director of Nursing (DON) and
the Resident Care Coordmater (RCC #1), on
January 8, 2013, at 12:4¢: p.m., in the confarence
roorm, revealed November 1, 2012, was the first
visit from the incontinence group and on
November 2, 2012, the resident was started on
void therapy but “there is 1vo record of It" with the
onhly note being the one ¢ated November 15,
20M2.

Interview with the DON ard RCC #1 en January
9, 2013, at 1:28 p.m.. at tfie Station 1 nursing
stafion, conflrmed a comarehensive assessmant
for bladder incortinence was not completed.

F 323 | 483.25(h} FREE OF ACCIDENT F 323
s5=D0 | HAZARDS/SUPERVISIC H/DEVICES

Thae facility must ensura that the resident
environment remains as f'es of accident hazards
as 13 possible; and each rasldent recelves
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is 1ot met as evidenced
by

Bazed on medical recore review, ohsarvation,
and interview, the facility railed to implement
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interventions including assistive devices to : : :
reduce the risks of an accldent that were Resident #108 will have bed alarm in
consistant with the needs and plan of care for one place and the bed inlow posilion as cara
resident (#108) of fifty residents reviewad. planned.
PRI . Al residents will be evaluated by the
The findings included: respective Resident Care Coordinator for
Resident # 108 was admit:ed to the facility on the potential of safety devices not being
January 23, 2009, with diagnusas including End used asv care planned. and WI”. ensure ihe
Stage Dementia, Peripheral Nauropathy, appropriate, care-planned devics(s) are in
Aftercare/healing Traume Fracture Left Hip, use.
Ostacarthritis, Osteoporotis, . . :
Hypercholesterglemia, Dizibetas Mellitss type I, In-service mestings will be held with
Hypertension, Carenary A tery disease, Anxiety, nursing staff on the properuse of
Post-op Anemia, and Inscmnia. assistive devices used to reduce the risks
of accidents, The licensed nurse
Medical record review of t1e Care Plan dated assigned to each shifi will be responsible
March 31, 2012, revealed “...Bed in low position, for checking each resident’s safety
bed alarm, and mat on flcar...” Continued devices at least once per shift and
medical record review of the Care Plan dated communicating each resident’s plan of
Decembar 8, 2012, revealed "...Bed in low care to the respective CNA each shift,
position, bed alarm and reat on fleor..." Medical ] . ;
record review of 2 Physician's Telephone Order The Resident Care Coordinator will
dated April 1, 2012, reve:led *..Bed/WG (whes! perform audits weekly times three weeks
chalr) Alarms, low bed (with) floor mat...* of all patients to ensure safety davices are
in use as care planned. DON or designee

Observation of the residwiit in bad on January 9, will perform monthly chagks of all
2012, at 2210 p.m., with L PN #1 revealed no hed residents with safety devices and report to
alarm in place and the bad in a raised position monthly QA committee. 2/23/2013
and not in the low positior. Continued
observation on January 1<), 2013, at 8:05 a.m.,
revealed the resident in bxad with the bed in a
raised position,
Interview with LPN #1 o1t January 9, 2013, at 2:20
a.m., in the upstalrs conlurence room confirmed
the hed alarm was not it dlace.
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Interview with LPN #1 on . anuary 10, 2013, at
£:05 a.m., in the resident's rpom confirmed the
bed was not In the low position.

F 425 | 483.60(a),{b} PHARMACEUTICAL SVC - F 425
$5=p | ACCURATE PROCEDURZS, RPH

The facility must provida :outine and emergency
drugs and biolegicals to i residents, or obtaln
them under an agreemert described in
§483.75(h) of this part, The facllity may permit
unlicensed parsonnel to adminisier drugs If State

law permits, but only undszr the general
supervision of a licensed nursa.

Afacility must provide pharmaceutical Eervices
(including procedures that assure the accurate
acquiring, raceiving, dispansing, and
administering of all drugs and bisloglcals) to meet
the needs of each residest.

The facility must employ ar obtain tha services of
& licensed phamacist whiy provides consultation
on all aspects of the provksion of pharmacy
services in the facility.

This REQUIREMENT is not mef as evidencad
by:

Basad on medical record review, observatian,
and interview, the facility failed to ensure tha
aceurate acquirng, receiving, dispensing snd
administering of a medication for one (#172) of
fifty sampled residents,

The findings included:
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Resident #172 was admit:ud (o the facilty on June
25, 2012, with diagoses induding Parkinson's
Dissase, Coronary Artery l)isease, Long-Term
Coumadin Therapy, Congsstive Heart Failurs,
Chronic Renal Fallure, Acute Anxiety, Dementia,
Depression, and Ingomniz,

Medical record review revualed a Physician's
Order dated June 28, 20:2, for Clonazapam
(Klonopin, an antianxisty) J.5 mg. every twelve
hours for anxiety.

Medical record review of ¢ Medical Psychiatry
Evaluation dated Octaber 10, 2012, revealed the
resident was currently on ‘Clonazepam 0.5 mg.
twice daily for anxiety. Fu-ther review revealed,
"...add PRN (as needed) of Clonazepam 0.5 mg.
every 12 hows for increzsed anxiety.”

Medical record review of t1e November
Physician's Recapitulation {recap) Orders
revealed the order for Cla1azepam 0.6 mg. every
42 hours as needed (PRiv) for acute anxiety
howaver, the Physiclan's (Jrder no jonger
reflected the routine ordet for Clonazepam 0.5
mg. twice daily, Further naview of the Physician's
Recap Orders for Decsimer 2012 and January
2013, revealed no onder fur the routina order for
Clonazepam 0.5 mg. twica daily.

Review of the Medicatior: Administration Records
(MAR) for October, Noveinbar, Dacember 2012
and January 2013, reveatsd the resident
continued 1o receive Glonazepam 0.5 mg. every
12 hour at §:00 a.m. and :3:00 p.m, documented
as “every 12 hours as needed” with no further
dosages given,

All Klonopin orders for resident #172 have
been reviewed with the doctor and
psychiatric NP for clarification of use; all
kionopin orders have been discantinued,
All of resident #172 medications have
baan reviewed to enisure the comrect
medications are being agministered.

All residents on klonopin wilt be reviewed
by the Resident Care Coordinator for
order and administration accuracy.

Licensed nurses will be in-serviced on
medication order transcription as related
to elecironic MAR procedures, A 24-hour
order-theck procedure will be
implemented.

The DON, ADCN, and Resident Care
Coordinator will perform weekly audits of
a sample of residents on each unit for
three weeks to ensure medications are
being administered and documented as
ordered. Monthly monitoring by the
sonsultant phamacist wiil focus on this
issue and be reporied 1o the QA

comrittee. 2j23/2013

|

FORM CME-2687(02-03) Pravious Viergions Obsok:t Event I2:7UKET

6¢/8T 3ovd O FAWOHLTYIH OHN

Faciiy 1D TNSO0R if continuation sheet Page B 0of 18

SPES-E82-ECP 6P ST Eééﬂ/t’@f&@



PRINTED: 01/23/2013
DEPARTMENT OF HEALTH AND HiJMAN SERVICES FORM APPROVED

_ CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0351

STATEMENT OF DEFICIENCIES (X1] PROVIDER/SUPELIER/CLIA {32) MULTIPLE CONSTRUCTION (33} DATE SURVEY
AND PLAN OF CORRECTION IDEMTIFICATION NUMBER: A BULDRG COMPLETED

445024 8. WiNG 01/09/2013
NAME QF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GGRE

3209 BRISTOL HWY
NHC HEALTHCARE, JOHNSON CITY JOHNSON CITY, TN 37601

X4y 10 SUMMARY STATEMENT 'OF DEFIGIENGIES D PROVIDER'S PLAN GF CORRECTION {XB)
éRE}F]X {EACH DEFICIENCY MUST aif PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CWSAL{E;DN
TAG REGULATORY QR LSC HXENTIFYING INFORMATION) TaG CROSS-REFERED%éO THE APPROFPRIATE

F 425 | Continued From page 8 F 425

Medical record review of i3 Physician's Order

dated January 4, 2013, revealed "d/e

quiscominue} Klonopin 0.5 mg. bid PRN due to
isuss."

Raview of the MAR datet January 2013, revealed
tha resident received a Cionazepam 0.5 mg. on
January 4, 2013, at 8:00 a.m., and the medication
was then discontinued,

Observation on January 9. 2013, af 2:00 p.m.,
revealed the resident sittirg quietly in a broda
chalr in the resident's roors,

Interview with the Psychiaric Nurse Practitioner
at the 200 Hall Mursing Station on January 9,
2012, at 2:30 p.n., confirried the resident was to
have retmalned on Clonazspam 0.5 mg. twice
daily and only the PRN dosages were to be
discontinued.

Telephone interview with the Pharmacist on
January 10, 2013, at 10:4 a.m., confirmed the
Physician's Recap Orders are sent to the facility
by the pharmacy and the IMARS are printsd from
the Physiclan's Recap Orders. Further interview
confimed no order had tsien received o
discontinue the routine Clonaxepam 0.5 mg.
twica daily, and the arder should have been
included on the Physician's Recap Orders and
the MARS in November and December 2012 and
January 2013.

Interview with the 300 Ha i Reskient Gare
Coordinator on January 10, 2013, at 10:10 a.m.,
confirmed the resident hzd nof recelved
Clonazepam 0.5 mg. sinc January 4, 2013, at
B:00 a.m.
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F 441 | 483.65 INFECTION CONTROL, PREVENY Fd41| F-41
§8=D | SPREAD, LINENS . . .
. Hand hygiene during ice pass, and while
The facility must establish and maintain an under isolation precautions, was
Irfection Control Progran: designed to provide a |mrned|atalyl rewatweld with all staff
| safe, sanitary and comfartable environment and working during this time.
1o help prevent the develo>ment and transmission
of disease and infection. All residents who raceive a water pitcher
have the potential to be affected. Hand
{a)} Infaction Conirol Program hygiene whils passing ice will be
The facllity must establish an Infection Controf reviewed with all staff at in-service
Program under which it - meetings.
(1) Invastigates, controls, and prevents infections
in the Tacility; In the event of anather general isolation
(2) Decides whal procedures, such as isolation, precaution of all patients due to a virus,
should be applied to an individual resident; and hand hygiene procedures for passing ice
{3) Mainkiins a record of incidents and ¢orrective will be specified to all staff in written and
actions related to infections., verbal reminders by the infection control
nurse.
(b) Preventing Spread of Infection
(1) When the Infection Cznirol Program The infactian control nurse will perform
determines that a resklen! needs isolation to monitoring of fce passes on each unit
prevent the spraad of infection, the fagility must weekly times three weeks, then report to
isolate the resident. QA committee for cantinued monitering
(2) The facllity must proh.iait employees with a recommendations. 2/23/2013
communicable disease vl infected skin lesions
from direct contact with residents or their food, if
direct contact will transmi: the disease.
(3) The facility must require siaff to wash their
hands after aach direct re sident contact for which
hand washing is indicatec| by accepted
professlonal practice.
| (&) Linens
Personnel must handle, ¢iore, process and
trangport inens so as tc rrevent the spread of
infactlon,
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F 441 | Continued From page 10 F 441

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of facility polioy,
and intarview, the facility fuiled to ensure staff
disinfected hands during 'he ice pass to the
residents,

The findings included: R

Chservation on Japuary 8, 2013, revesaled on the
200 hall severs| residents had a virus and the
facility was using isolation precautions for
svaryone.

Observation on January 9, 2012, at 9:30 a.m., in
the 200 hall, revealed two CNA's (certified
nursing assistant} filing ina resident's water
pitchers with ive. Continusd observation revealed
CNA #1 entered room 208, obtained rasident A
bed's water piicher, refurried o the lce chest,
flled the water pitcher with ice, returned to the
resident's room, retrieven B bed's water pitcher,
returngd o the ice chast, |laced the water pitcher
on the lce chest, filled the water pltcher with fce,
and refurned the water pit:zher to the B bed's
raom. Continued observalion revealad CNA#2
went into raom 208, obtained the water pitcher
and continued to proceed in the same procedure
as CNA#1. Continued ot servation revealed CNA
#1 and #2 entered roorm 203 with one resident
and enter 204, with ane resident, enterad room
202, with one resident, enlersd room 201, with
two residenis. Continued abservation revealed
the CNA's did not disinfezt the hands after each
resident's water pltcher veas filled with ice.

Reviaw of facility policy, i andwashing/Hand -
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F 441 | Continued From page 11 F 441
Hygiene, revealed “...e. bofore and after entering
isolation pracaution setting...6. i. after contact
with ohjects (e.g. medical aquipment) in the
immediate vicinity of the rosident...”

Interview with the CNA #1 and #2 on January 9,
2013, at 9:45 a.m., In the 200 haliway, confirmed
the CNA's had not disinferted the hands after
each resident's water pitcher was filled with ice.

Intervievw with the Assistznt Director of Nursing on

Janwary 10, 2013, at 10135 a.m., in the 400

hallway, confirmed the s1:ff are to disinfect hands

after each patient. Continued interview confirmed

staff are not to place ihe resident's water pitchers

on the ice chest.

F 502 | 483.75(i)(1) ADMINISTEATION F 502
=0

The facility must provide «r obtain laboratory

services to meet the neotls of its residents. The

facility is responsible for tve quality and timeliness

of the services,

This REQUIREMENT it not met as evidenced
by.

Based on medical recors| review and interview,
the facillty falled to obtain a laboratory test as
ordered by the physiciar: imely.

The findings included:

Resident #172 was admi:ted to the facilty on Juns
25, 2012, with dlageses including Parkinson's
Disease, Corpnary Artery Disease, and
Long-Term Coumadin Therapy.

Madical record review revealed a protime was
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(International Normalized Ftatio) result of 5.3. ﬁ?‘ ?‘.r,gag;ﬁa:ﬁgs] pggsician and the l
Orders recsived were to hold Coumadin for two residant's labs have baen abtained as
days and start alternating <losage, every othar ordered.
day of 2.0 mg. and 2.5 my., and racheck INR in
two days. Al residents with orders for INR labs will
Meadical record review reve:sled no documentation gzéi’;medbr;?g : ;ﬁ;ﬁj&?ﬁ?&gaw
the protime was obtained tn November 30, 2012, y et C
as ordered. Further reviev/ revealed the Hext greater than weekly by the Resident Care
protime was obtained on Diecomber 5, 2012, Coordinator.
(2??5'1 g?"s from order recalved on Novernber INR labs will be monitored in three
! ) systems: lab catendar, lab log, and
Medical record review of dia December 5, 2012, electronic MAR.
pratime/INR result was 2.£, with orders to hold . . .
Goumad'n fﬂr one day anc rapeat Iab in one The rBSpBCIIVG ResldEHt Cara COOI’dIr‘lator
week. will monitor each resident with INR labs
twice per week for three weeks and repart
Interview with the 300 Hail Licensed Practical to QA committes for further monitoring 2123/2013
Nurse Supervisor at tha 300 Nursing Station on recommendations.
January 8, 2013 at 2:15 p.m., confirmed tha n
pratime had not been obizined as ordered by the
physician,
F 514 | 483.75(0{1) RES F 514
§5=0 | RECORDS-COMPLETE . CCURATE/ACCESSIB
LE
The facillty must maintain clinical records on @ach
resident in accordance wilh accepted profegsional
standards and practices ihat are compiete;
accurately documented, readily accessible; and
systematically organized.
The clinical record must contain sufficient
information to identify the resident; a record of the
resident’s assessments; e plan of care and
sarvices provided, the results of any
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g;%a:$§f§:: :g{aa:.ning conductad by the State; All kienopin orders fer resident #172 have
been reviewed with the doctor and
psychiatric NP for ¢larification of use; all
This RE is rot met o klonopin orders have been discontinued.
o ECUIREMENT © evidenced All of resident #172 medications have
Based on medical recore I'eview, observation, been reviewed 1o ensure ihe correct
and interview, the facility £z lled to maintain an medications are being administered and
accurate clinical racord for one {(#172) of fifty documented correctly.
sampled residents.
All residents on klenopin will be reviewed
The findings included: by the Resident Care Coordinatar for
order, administration, and documentation
Resident #172 was admiti:d to the facilty on June acturacy.
25, 2012, with diagoses invduding Parkinsen's . .
Disease, Coronary Artory llisease, Long-Term Licensed nurses will be in-serviced on
Caumadin Therapy, Congustive Meart Failure, medication order transcription as related
Chronic Renal Fallure, Acute Anxiaty, Dementia, to elecironic MAR procedures. A 24-hour
Depression, and nsomnia. order-check procedure will be
implemented.,
Medical recard review revealed a Physician's
Order dated June 25, 202, for Clonazapam The DON, ADON, and Resident Care
{Klonopin, an antianxiety? 1.5 mg. every twelve Coordinator will perform weekly audits of
hours for anxiety. a sample of residents on each unit for
three waeks to ensure medications are
Medical recerd review of 3 Medical Psyghiatry being administered and decumented as
Evaluation dated October 10, 2012, revealed the orderad. Menthly monitoring by the
resident was currently on tZlonazepam 0.5 mg. consuliant phamnacist will focus on this
twice daily for anxisty. Futher review revealed, issue and be reported to the QA
%, ..add PRN (as neaded) cf Clonazepam 0.5 mg. committes for further monitoring
every 12 hours for increased an)ﬂ&ty“ recammendations. 202312013
edical record review of 118 November
Physician's Recapituletior {recap) Orders
revealed the order for Clonazepam 0.5 mg. every
12 hours as needed (PRI for acute anxlety
howsaver, the Physician's tOrder no longer
reflacted the rouiine orde: for Clonazepam 0.5
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F 514 | Continusd From page 14 F 514

mg. twice daily. Further ra/iew of the Physician's
Recap Qrders for Decembr 2012 and January
2013, revesaled no order far the reutine order for
Clenazepain 0.5 mg. twice dally.

Review of the Medication Administration Records
{MAR) for October, Noverr ber, Becember 2012
and January 2013, revealed e resident
continued fo recelve Clanazepam 0.5 mg. every
12 hour at 8:00 a.m. and 3:00 p.m. documented
as "every 12 hours as neaced” with no further
dosages given,

Medical record review of 1 Physician's Order
dated January 4, 2013, revaaled "dic
(discontinue} Klonopin 0, my. bid PRN due to
disuse.”

Raview of the MAR dated January 2013, revealed
the resident received a C:onazepam 0.5 mg. on
January 4, 2013, at 8:00 a.m., and the
medications was then discontinued.

Interview with the Paychia ric Nurse Pracfitioner
at the 200 Hall Nursing Station on January 9,
2012, at 2:30 p.m., conflimied the resident was to
have remained on Clonazspam 0.5 mg. twice
dafly and only the PRIN dasages wera to be
discontinued.

Telephone interview with the Pharmacist on
January 16, 2013, at 10:%: a.m., confirmed the
Physiclans Recap Orders are sent to the facility
by the pharmacy and the VARs are printad from
the Physiciar's Recap Oniers. Further interview
confirmed no order had taen received to
discontinue the routine Clonazepam 0.5 myg.
twice dally, arxl the order should have been

|
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included on the Physician's Recap Orders and
the MARSs in November and Decermber 2012 and
January 2013,

(nterview with the 300 Hall Resident Cara
Coordinator on Janvary 1<, 2013, at 10:10 a.m.,
confirmed the resident’s Piysician's Recap
Orders and MARs for Novismber and December
2012 and January 2013 wire incorrest

i
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